What are the promoting factors for the development of prolapse associated with recreational and occupational activities? Are there any modifications women can make in these areas to decrease their risk of pelvic organ prolapse (POP)? 
Response from Drs. Walters and Ridgeway:
Most of the data regarding the interaction of anterior vaginal wall prolapse and apical prolapse are based on MRI studies directed by Dr. John DeLancey at the University of Michigan. They have presented data indicating that about half of anterior wall descent can be explained by the amount of apical descent 1 
to 4 weeks after surgery or at the postoperative visit at 4 to 6 weeks. The vaginal estrogen probably helps with postoperative healing and dyspareunia that is common for a few months after vaginal prolapse repairs. If the surgery was done properly then vaginal stenosis should not be a problem. However, if the vagina is too tight, then vaginal estrogen with the use of dilators can be an effective early treatment of this symptom.

Question 5:
What percentage of mesh erosion cases that occur after sacral colpopexy can be managed conservatively?
Response from Drs. Walters and Ridgeway:
Conservative management of mesh erosions includes observation and topical estrogen therapy. If an erosion is discovered incidentally during a follow-up examination and the patient is asymptomatic (no bleeding, pain, or vaginal discharge) and not sexually active, observation may be appropriate if the mesh erosion is small (less than 1 cm). If a patient is symptomatic with bleeding, vaginal discharge, pain, or dyspareunia, or the erosion is large, treatment is recommended.
In almost all cases, we start with topical estrogen. After daily use for 2-4 weeks, the patient is re-examined. We monitor the patient until resolution of the erosion or a plateau in improvement. Once a plateau is reached, we offer mesh excision of the eroded area and closure of the vaginal epithelium. Despite conservative management, the great majority of women with symptomatic mesh erosions eventually require surgical excision.
Question 6:
In your tips for minimally invasive sacral colpopexy you recommend performing a supracervical hysterectomy to help decrease the risk of vaginal mesh erosion. Do you recommend supracervical hysterectomy to decrease the risk of mesh erosion using sacral colpopexy by laparotomy as well? 
Question 8:
You recommend treatment of SUI at the time of prolapse repair. What type of treatment do you recommend in conjunction with sacral colpopexy? Specifically, in regards to the use of midurethral slings, does the use of two mesh products at one time increase the risk of vaginal mesh erosion, pelvic pain, or dyspareunia?
